behavioral health services do not receive them (Kataoka, Zhang, & Wells, 2002) . Unfortunately, only a portion of the services that do get delivered are appropriate and effective (Tolan & Dodge, 2005; Weisz, Jensen-Doss, & Hawley, 2006) .
Given all we know about the impact of childhood mental illness on society, how does this gap between need and help persist? One reason is that, in addition to being under resourced in general, our public childserving systems disproportionately allocate resources to youths with the most serious and complex problems. Much of this expenditure is accounted for by multiple or extended placements in congregate and institutional care settings. Despite continual efforts to improve access to and effectiveness of home-and community-based services, the rate of out-of-home placement for youths with emotional and behavioral problems continues to rise, with 200,000 youths placed in residential treatment and more than 500,000 experiencing a stay in a psychiatric hospital annually (Substance Abuse and Mental Health Services Administration Office of Applied Studies, 2009).
Such rates might be accepted as acknowledgment of the need for residential and institutional services, if not for the lack of evidence for positive effects of such services (e.g., Barth, 2002; Brown & Greenbaum, 1996; Burns, Hoagwood, & Mrazek, 1999; Curtis, Alexander, & Lunghofer, 2001; Epstein, 2004) , multiple state-level court actions on behalf of youths unnecessarily placed in institutions, and five decades of reports calling for development and deployment of community-based service models that can maintain youths with serious behavioral health needs in less restrictive settings (e.g., Knitzer, 1982 Technology Assessment, 1986) . Increasingly, these reports reference the need for two concomitant efforts to improve community treatments for youths with the most complex needs: (a) coordination across childserving systems, including use of intensive, individualized care coordination models for specific youths, and (b) use of evidence-based treatments (EBTs; Cooper et al., 2008; Tolan & Dodge, 2005; Weisz et al., 2006) . Unfortunately, these reports also consistently lament the fragmented nature of families' service experience, and the ineffective nature of community-based services delivered in usual care.
The continued accumulation of reports and lawsuitsand persistent use of out-of-community placementspeaks to the children's mental health field's ongoing lack of clarity about how to build systems that deliver coordinated services and research-based treatment. The challenge inherent in joining these two paradigms should come as no surprise, because individualized care coordination models prioritize local knowledge, values, and preferences, whereas EBTs to date have largely emphasized procedural standardization to manage the quality of care. Thus despite calls for uniting the complementary strengths of these two worlds of children's mental health, options for how to bring the two together have received relatively little consideration.
The current article starts from the assumption that well-implemented, theory-and research-based coordinated service models create fertile ground for use of empirically supported practices and that positive outcomes for youth with complex needs are more likely when care coordination and effective treatments are not just attempted but provided in a thoughtful fashion with clear service delivery parameters. We begin with a review of the rationale and research base for care coordination, with a particular focus on the wraparound process, a model of care coordination widely implemented for children with the most complex needs. We then focus on potentially fruitful options for leveraging the evidence base to increase the extent to which treatment fits with child=family needs, preferences, and context. We conclude by describing a prototype for coordinating the delivery of effective treatments with the individualized wraparound process, to enhance clinical care within wraparound by using an interface to EBT that is aligned with the philosophy and pragmatics of coordinated care for youths with complex needs.
CARE COORDINATION FOR INDIVIDUALS WITH COMPLEX NEEDS
Youths with serious emotional or behavioral disorders (SEBD) often present with complex and multiple mental health diagnoses, academic challenges, and family stressors and risk factors (Cooper et al., 2008; Mitchell, 2011; USPHS, 1999) . Such complex needs often result in attention from multiple public systems (e.g., child welfare, juvenile justice, mental health, education), each of which has its own mission, mandates, funding streams, service array, and eligibility requirements. Furthermore, each system may maintain a separate plan for the youth's care and may prescribe multiple interventions and supports that are duplicative and=or uncoordinated. Such fragmentation can undermine intervention efforts, render caregivers overwhelmed and reluctant to engage in treatment, and ultimately lead to unnecessary and costly institutional and residential placements (Cooper et al., 2008; Stroul & Friedman, 1996) . Involvement in multiple child-serving systems (e.g., mental health, child welfare, juvenile justice, special education) is a sentinel indicator of risk of out of home placement. A study in Washington State found that 68% of youths with a mental health diagnosis who were RESEARCH-BASED CARE COORDINATION 257 involved in two or more public systems were placed out of home at least once in the study year, compared with only 14% of youths receiving services from only one system. The study further documented that these same youths receiving services from more than one system represented just 9% of all publicly served youths but consumed 48% of all state mental health resources (Washington State Department of Social and Health Services, 2004) .
Across a variety of fields, individuals with complex and=or chronic conditions experience fragmented and poorly coordinated care, which can lead to poor clinical outcomes; excessive use of prescription drugs and hospitalization; unnecessary or redundant assessments, tests, or procedures; conflicting information from different providers; and increased costs (McDonald et al., 2007) . As a result, policymakers and providers increasingly identify care coordination as a top health care priority, embedding it in new care delivery models such as health homes and accountable care organizations (Au et al., 2011; Institute of Medicine, 2003) .
Results from individual studies of care coordination efforts, however, have been mixed, and interpretation of studies has been hampered by lack of clarity regarding the exact kinds of activities or components constituting the ''care coordination'' provided in the various studies (Au et al., 2011; McDonald et al., 2007; Park, Huber, & Tahan, 2009 ). Nonetheless, an Agency for Healthcare Research and Quality review, which included 13 reviews and meta-analyses, tentatively concluded that care coordination interventions that were intensive and community based appeared to produce positive outcomes, most consistently in reduced hospitalization, retention in services, and cost savings, but also in areas of individual functioning and clinical status (McDonald et al., 2007) . Another recent review (Au et al., 2011) also found the largest impacts of care coordination to be in system and organizational domains, such as reduced hospitalization, with smaller impacts on clinical status and quality of life. The authors also tentatively concluded that care coordination appears to be most effective in settings in which care is integrated (i.e., comprehensive care is provided by a single organization, as in the Veterans Health Administration system) and=or in which financing is integrated (e.g., when financing models allow organizations to receive a capitated rate to provide physical and mental health care).
The Wraparound Process for Children, Adolescents, and Their Families Care coordination for children and adolescents is quite different than for adults. There are many more unique public systems with mandates about children than adults. Moreover, although interventions for some adults may require involving family members, for children and adolescents, it is nearly universally important to involve caregivers and other family members. Thus, in children's behavioral health, it has long been recommended that care coordination integrate all services that a youth may receive across systems, as well as relevant services for caregivers and siblings (Cooper et al., 2008; Stroul, 2002; Stroul & Friedman, 1996; USPHS, 1999) .
Early studies of care coordination for youths with SEBD yielded mixed results. Burns, Farmer, Angold, Costello, and Behar (1996) found youths randomized to case management experienced longer participation in services, more community-based services, fewer inpatient days, and better parental perceptions of care. However, they found no between-group differences in child functioning. The Fort Bragg study found that youths in a coordinated system of care that included care management and other ''intermediate services'' experienced increased access to services, greater family and youth satisfaction, and less out-of-home placement, but not reduction of symptoms or increased functioning (Bickman, 1996; Bickman, Lambert, Andrade, & Penaloza, 2000) . Like many of the studies included in the broader literature on care coordination, these early studies were criticized for failing to specify the nature of the care coordination=case management that was provided (Friedman & Burns, 1996) .
Care coordination studies in children's mental health undertaken since Fort Bragg have focused primarily on an approach called wraparound. Wraparound is an intensive, structured, team-based care coordination process that prioritizes the preferences and perspectives of the family and youth throughout the design and implementation of the plan of care (Bruns, Walker, et al., 2010; Burchard, Bruns, & Burchard, 2002; VanDenBerg & Grealish, 1996; Walker, Bruns, & Penn, 2008) . Wraparound incorporates a number of basic features associated with positive system and clinical outcomes just cited. Wraparound is community based and intensive, with low caseloads that allow efforts to engage families, continually identify priorities, develop an action plan that spans helpers and systems, and track progress and modify as necessary over time. Wraparound is also typically facilitated by a unique individual (not the therapist) so that roles of helpers are clear and effects of treatment are not diluted.
Currently, it is estimated that wraparound is used to serve more than 100,000 youths and their families (Bruns, Sather, Pullmann, & Stambaugh, 2011) , far more than for other research-supported options that are commonly cited for youths with SEBD such as Multisystemic Therapy (MST; Henggeler, 2011) or Multidimensional Treatment Foster Care (Chamberlain, Fisher, & Moore, 2002 ). Wraparound's popularity stems 258 BRUNS ET AL. from several factors. As a care coordination process, rather than an intervention for a specific problem area (e.g., MST for juvenile offending), wraparound has few exclusionary criteria and can coordinate care across child-serving agencies, increasing its use as a system strategy to improve access to mandated services and reduce rates of institutional care. Wraparound also is nonproprietary and intended to be locally adaptable, enhancing its appeal among managers and administrators. One of the adaptive qualities of wraparound is that it can coexist in a system with EBTs-even intensive interventions such as MST-providing linkage and then follow-on support after such time-limited interventions have ended (Friedman & Drews, 2005) . Wraparound also has broad acceptability among families and providers due to its being flexible, individualized, and responsive to family preferences (Bruns, Walker, et al., 2010; Walker & Matarese, 2011) . Finally, advocacy efforts have resulted in broad funding opportunities for reforming systems, such as SAMHSA's Comprehensive Community Mental Health Services (''systems of care'') initiative, that motivate service systems to implement wraparound (Bruns, Walker, et al., 2010) .
Theory and practice model. Early studies of wraparound implementation (e.g., Bruns, Burchard, Suter, Leverentz-Brady, & Force, 2004; Burns & Goldman, 1999; Walker, Koroloff, & Schutte, 2003) and outcomes (Bickman, Smith, Lambert, & Andrade, 2003; Clark, Lee, Prange, & McDonald, 1996) highlighted the variation in application of wraparound principles and inconsistency in wraparound practice. More recently, several iterations of research-, theory-, and expert-based definitional work have been used to specify a practice model that is based on theory and research regarding mechanisms of change specific to the coordination of services (Burns & Goldman, 1999; Walker & Bruns, 2006) , provide the basis for manualized training and coaching (Walker & Matarese, 2011) , and develop and deploy fidelity measures (e.g., Bruns et al., 2004; Bruns, Leverentz-Brady, & Suter, 2008; Walker & Sanders, 2011) .
Wraparound practice historically has been aligned with several theories of behavior change, including self-efficacy (Bandura, 1977) , social support (Barrera, 1986; King, King, Rosenbaum, & Goffin, 1999) , and effective teamwork (e.g., Hirokawa, 1990; Latham & Seijts, 1999) . Recent attempts at better operationalization of practice, however, reflect more direct translation of ''common factors'' of research-based care (Barth, Greeson, Zlotnik, & Chintapalli, 2011) into elements of the practice model. These include engagement and alliance building, which can play a central role to enhancing effectiveness of treatment (Becker et al., in press; McKay & Bannon, 2004) , and monitoring and feedback of data on progress, which has been found to account for substantial variance in outcome of treatment across modalities and orientations (e.g., Kelley, de Andrade, Sheffer, & Bickman, 2010; Lambert, Hansen, & Finch, 2001 ).
According to the theory proposed by Walker and Matarese (2011) , a faithfully implemented wraparound process enhances treatment outcomes through two primary routes. The first proposed route is greater engagement in treatments and strategies and enhancement of their potential for effectiveness. Their theory suggests that as a collaborative process driven by youth and family perspectives, wraparound planning (a) results in services and supports that fit the family's needs and thus are perceived as relevant, (b) develops strategies to overcome obstacles to follow-through, and (c) consistently engages the young person and his or her family in treatment and other decisions.
The second route to outcomes according to Walker and Matarese (2011) is based more on enhancing family capacities directly rather than through enhancing treatments. Through this route, the modeling of effective problem solving, and experience of making choices, setting, and reaching goals contribute to youth and family development of self-efficacy, empowerment, optimism, and self-determination. Thus, wraparound is theorized to improve family and youth capacity to plan, cope, and problem solve. The emphasis on identifying sources of social support provides an additional, research-based resource that is often badly needed by youths with complex needs and their multi-stressed families (Cutrona & Cole, 2000; Walker, 2006) .
Evidence base. As model specification for wraparound has increased, the evidence base has also grown, with 10 controlled studies now published in peerreviewed journals (see Bruns & Suter, 2010 , for a review). In 2009, a meta-analysis found significant effects of wraparound across all five domains examined, including residential placements, mental health outcomes, overall youth functioning, school functioning, and juvenile justice outcomes (Suter & Bruns, 2009 ). In addition, the majority of studies of care coordination for youths with SEBD that have found reductions in overall expenditures explicitly utilized wraparound as a practice model (e.g., Grimes et al., 2011; Urdapilleta et al., 2011; Yoe, Ryan, & Bruns, 2011) .
Many wraparound research studies are derived from state and community evaluations conducted by external evaluators in ''real-world'' community settings, which contributes to increased external validity, but is also related to limitations on internal validity. Only three of the controlled studies, for example, employed random assignment (Carney & Buttell, 2003; Clark et al., 1996;  RESEARCH-BASED CARE COORDINATION Evans, Armstrong, Kuppinger, Huz, & McNulty, 1998) , whereas the rest employed quasi-experimental individual or group-matched designs. Nonetheless, the accumulation of positive research has led to wraparound's inclusion in an increasing number of inventories of research-based models (e.g., Washington State Institute for Public Policy, 2012).
Care Coordination and Clinical Services
As noted previously, findings from the early studies of care coordination in children's mental health found positive outcomes for access, satisfaction, and placements; however, no such impacts on symptoms or functioning were observed. Research on wraparound is also more robust for placement and cost outcomes. Although the meta-analysis just cited (Suter & Bruns, 2009) found significant effects across all outcome domains, effect sizes (ES) were smaller for symptom (ES ¼ .31) and functional outcomes (ES ¼ .25) than for residential outcomes (ES ¼ .50). A recent small-scale, NIMHfunded randomized trial found that in the absence of connection to research-based clinical supports, symptom, and functioning outcomes in wraparound were no better than usual care (Bruns, Sather, Pullmann, Brinson, & Ramey, 2010) .
Thus, whereas results of early care coordination studies initiated a robust dialogue in the children's services world over the relative attention to clinical services versus system integration and coordination of care (Hoagwood, 1997; Weisz et al., 2006) , findings from research and evaluation of wraparound projects continue to fuel the debate. Although quasi-experimental studies of integrated financing approaches and coordinated systems of care continue to accumulate that show better family satisfaction, reduced reliance on out-ofhome placement, and cost savings across child-serving systems (e.g., Foster & Connor, 2005; Urdapilleta et al., 2011; Yoe et al., 2011) , these studies tend not to examine clinical and functional outcomes with rigor. In general, with the exception of an open trial in Hawaii's public mental health system (Daleiden, Chorpita, Donkervoet, Arensdorf, & Brogan, 2006 ; discussed next), efforts to study the introduction of EBT into coordinated service models such as ''systems of care'' have been exploratory in nature (Friedman & Drews, 2005) , or have not met with success. As concluded by Friedman and Drews (2005) in their qualitative research, ''Although evidencebased practices, systems of care, and individualized care appear to be conceptually compatible with each other, there seems to be relatively little integration of them in actual practice'' (p. 3).
Meanwhile, other studies of community-based treatment have focused a critical lens on the role of care management and support services, especially when these are ancillary to a focal treatment. For example, in their studies of usual community-based care, Garland and colleagues found that therapists spend a large proportion of their time ''addressing external care'' (i.e., providing case management) which ''can interfere with delivery of evidence-based psychotherapeutic approaches'' (Garland et al., 2010, p. 793) . Several metaanalyses have found that providing ancillary services as part of a parent training program is negatively associated with effectiveness on treatment targets such as youth behavior (Kaminski, Valle, Filene, & Boyle, 2008; Lundahl, Risser, & Lovejoy, 2006) . Studies such as these raise concerns about diverting attention from activities of EBTs, and prompt questions about how best to ensure that complex and multiple needs of youth and families are met without diluting effects of focal treatments (Kaminski et al., 2008; Weisz et al., 2006) .
Finally, in the only direct comparison of wraparound to an alternative evidence-based intervention, a naturalistic study found that many more youths were able to be served by wraparound (n ¼ 213) than MST (n ¼ 54), demonstrating its broader potential reach. Although functioning outcomes were not significantly different for the two groups, significantly greater emotional and behavioral improvement was achieved for youths in MST, and in fewer months of service (Stambaugh et al., 2007) , indicating a potential need for wraparound to incorporate more effective and targeted clinical intervention in youth problem areas, especially for youths not eligible for a manualized EBT such as MST.
It may not be surprising that research shows more modest effects on youth clinical outcomes. Wraparound's theory of change proposes better engagement, teamwork, understanding of youth and family perspectives, and monitoring of progress. Use of research-based practices is not cited in the theory of how treatment effects will be enhanced. Thus, unlike MST therapists, wraparound facilitators typically are not trained or supported to provide evidence-based therapies. Instead, they are trained to facilitate the team process and focus and coordinate the efforts of other helpers, such as system partners, natural and peer supports, and clinical providers. Thus, although wraparound may incorporate common factors of evidence-based practice, it has yet to consistently incorporate elements of research-based treatment. This is problematic because ''individual'' and ''family therapy'' are the most common services included on wraparound plans (Walker et al., 2003) , indicating a lack of treatment specification. clinical efficacy but less support for their feasibility, generalizability, and cost=benefit. Specifically, research on EBTs suggests limited generalizability to youth with intensive needs (Chorpita, Bernstein, & Daleiden, 2011; Southam-Gerow, Chorpita, Miller, & Gleacher, 2008; Weersing & Weisz, 2002) , a lack of infrastructure to navigate among multiple protocols to deal with multiple and complex disorders, complexity of building them into a comprehensive service array (Chorpita et al., 2011) , less than favorable provider attitudes (Borntrager, Chorpita, Higa-McMillan, & Weisz, 2009) , and high organizational costs (Chorpita, Becker, & Daleiden, 2007; Weisz et al., 2012) .
Manualized EBTs pose additional challenges to wraparound initiatives for youths with SEBD. Service and support strategies provided through wraparound are intended to be flexible and individualized, so that they match family needs, preferences, and perceptions of usefulness. The wraparound team monitors services to ensure that families are engaged and that outcomes are improving. If a service is not meeting any of these expectations, the team adjusts the service or replaces it with an alternate strategy. In emphasizing adherence to specific protocols, EBTs can make it difficult for wraparound teams to coordinate one or more treatments. Some EBTs require that the child=family not be involved with other services, impeding collaboration. Finally, some EBTs may be expert-driven and=or deficit-based in a way that is difficult to reconcile with strengths-based, family-driven care (Bruns, Walker, Daleiden, & Chorpita, 2013) .
Knowledge management approaches to EBT. Recent applications of EBT that focus on guided application and adaptation of evidence-based approaches rather than strict implementation of manualized treatments hold substantial promise for bringing research knowledge to bear in a flexible and individualized manner that conforms to wraparound practice. Knowledge management approaches connect evidence to practice by managing a flow of knowledge starting from ''raw'' research-and practice-based evidence and moving to consolidated sources of knowledge such as summaries of research results (e.g., lists of EBTs), and then to practical tools that integrate and coordinate the consolidated knowledge to guide specific critical decisions and influence choices that fit with best practice (Chorpita et al., 2011) .
In the sections that follow, we focus on the Managing and Adapting Practice (MAP) knowledge management system (see Chorpita & Daleiden, this issue) and its role in our work to develop an enhancement to wraparound that actively integrates research-based treatment (see Preliminary Development and Research). Foci of MAP include (a) common practices: a library of Practice Guides in the form of two-page summaries of the most common procedures drawn from EBTs; (b) common processes: a set of Process Guides that are one-page outlines or flowcharts representing core concepts abstracted from EBTs describing the organization of care delivery (e.g., session structure, treatment course planning); and (c) measurement and feedback: a clinical ''dashboard'' that visually summarizes evidence relevant to ongoing decision making, including progress and practices delivered. Along with the dashboard, Practice, and Process Guides, a key MAP resource is an online searchable database of psychosocial youth treatments called the PracticeWise Evidence-Based Services Database (PWEBS), an information resource that yields youth-specific summaries that include practice content, format, setting, frequency, and duration, meeting a userselected strength of evidence and matching user-selected values such as treatment focus, diagnosis, age, gender, ethnicity, and=or treatment setting.
MAP's focus on common practices stems from a key observation: Among the many hundreds of interventions that exist for youth problems, most contain various arrangements of highly similar treatment practices or ''common elements,'' such as cognitive restructuring, psychoeducation, praise, rewards, or modeling (Barth et al., 2011; Chorpita, Daleiden, & Weisz, 2005) . A recent review of randomized trials of treatments for the most common problem areas of youth (e.g., depression, anxiety, traumatic stress, disruptive behaviors) found that 41 common elements, which we refer to as practice elements, were ''distilled'' from the 615 manualized protocols reviewed (Chorpita & Daleiden, 2009) . Using the PWEBS database as a tool to help review the applicability of components to the characteristics of the youth receiving services, a clinician-or wraparound team-may select from among these practice elements and implement those with best fit while monitoring how the child is responding using the clinical dashboard. If desired outcomes are not being achieved, the tools provide instrumental feedback to guide adaptation, such as implementing different practice elements or continuing with current strategies while adapting their content or the process of their delivery (Chorpita, Bernstien, Daleiden, & Research Network on Youth Mental Health, 2008) .
In the most recent and rigorous test of the knowledge management approach, a multidisorder intervention system that incorporates practice elements and treatment coordination logic corresponding to three successful EBTs for childhood anxiety, depression, and conduct problems was tested in a multisite randomized effectiveness trial. The intervention system, called MATCH (Modular Approach to Therapy for Children; , is a specific configuration and extension RESEARCH-BASED CARE COORDINATION of MAP for the particular population targeted by the treatment study (i.e., youths ages 7 to 13 with clinical problems in one of the three noted areas). The study found that MATCH was superior to the standard EBTs on which it was based, showing (a) significantly greater increase in positive therapist attitudes toward empirically supported practice (Borntrager et al., 2009 ), (b) significantly more rapid clinical improvement (Weisz et al., 2012) , and (c) superior long-term outcomes (Chorpita et al., in press) . Results suggest that the demonstrated efficacy of EBTs can be preserved in complex community services contexts and can even be enhanced by a flexible and fully coordinated arrangement that uses one treatment system for multiple clinical targets and allows for structured adaptation.
Applied to the very real problem of youths with multiple treatment targets and=or SEBD, treatments based on modular knowledge management systems have the potential to enhance and be enhanced by the complementary strengths of wraparound care coordination. Wraparound's proposed routes to positive outcomesimproving the effectiveness of a plan's treatment content by engaging families, building alliance, matching treatments to family needs and preferences, incorporating strategies into a single cross-system plan of care, and providing follow-on support-would theoretically be more powerful when plan content is based on evidence for effectiveness. Moreover, given that research on teamwork shows that more options generally produce more effective plans (West, Borrill, & Unsworth, 1998) , a method of bringing a wider array of researchbased options to the table would provide additional potential for positive effects.
Enhancement of the wraparound planning process through better application of evidence could be accomplished in several ways. Given the positive evidence just cited, referral to a clinician trained on research-based practice elements and a knowledge management system such as MAP would hypothetically improve the effects of the therapeutic activities over usual care. Clinicians could also be trained to coordinate the modular approach to treatment with the activities of the wraparound team. For example, the clinician team member would apply her knowledge to match practice elements to a family and team's identified priorities, as well as the family's needs, goals and preferences. She could also consider how other helpers often included on wraparound teams (e.g., a peer support specialist, mentor, in-home behavioral support specialist, or extended family member) would support application of selected practice elements, such as by helping with practice activities between sessions, clarifying their purpose, addressing logistical barriers, and praising effort.
Alternatively, a wraparound facilitator could work with the team (which may or may not include a clinician) to review relevant options from a range of researchbased elements. With this information at hand, the family and other team members could consider a range of research-supported options and their alignment with the strengths, needs, and preferences of the youth and family. Although some of these options may need to be implemented by a clinician (e.g., cognitive restructuring, trauma narratives, behavioral skills training), others, such as scheduling pleasant activities or practicing relaxation, might be appropriate for paraprofessionals, peer support workers, or natural supports, providing them with clear options for how they can extend and enhance these aspects of care provided to the family and youth. Throughout the process, a structured approach to monitoring the strategies used and progress of the youth and family on objective outcomes would provide feedback and allow rapid course correction when neededenabling the quality improvement critical to knowledge management approaches, and potentially increasing efficiency.
Preliminary Research and Development
Since 2011, our research team has been conducting preliminary studies and iterative development work of a coordinated approach to implementing the wraparound process with MAP. The development efforts have focused on flexibly applying MAP resources into the wraparound care coordination process, as a way of ensuring research-based practice elements are considered in plan development and implementation. The full array of MAP resources and concepts can be applied to a structured training, coaching, and certification process for clinicians who treat wraparound-enrolled youths. In addition, certain MAP resources can be applied to the key activities of the wraparound process itself. For example, the PWEBS database can be used to support generation of potentially effective clinical practice elements and other options during the planning process. The Practice Guides can be used not just to assist the clinician providing treatment but also to educate the family and team members about options being brainstormed during planning and about treatments that may be selected. The Practice Guides can also be used by other team members to help them provide follow-on support. Dashboards are instrumental to providing multiple types of feedback, including informing the clinician and team about the course of therapy (progress and practices delivered), and=or monitoring the team's overall activities and successes.
Research on using modular treatment in coordinated systems. Whereas the randomized study just described (Weisz et al., 2012) (Hodges, 1998) found that the median rate of improvement nearly tripled and length of service decreased by 55% (Daleiden et al., 2006) . Although this initiative did not codify mechanisms for the coordination of wraparound and MAP, implementation clearly established the feasibility of implementing MAP in a wraparound context with both private clinical and public care coordination service providers.
A recent study in the same Hawaii public care system specifically examined the effects of providers' selfreported use of supported practices derived from EBTs. Denneny and Mueller (2012) found that the use of practices common among relevant EBTs positively predicted treatment progress and functional improvement in both a group receiving MST and another receiving nonstandardized but intensive community-based usual care (N ¼ 171 propensity matched pairs), though treatment type was a stronger predictor. Moreover, increased use of the supported practices predicted progress better within MST's coordinated service model than in the less specified comparison condition. This finding is an encouraging indication that coordinated service models create fertile ground for effective use of supported practices.
Relevance of EBTs to wraparound. Another source of evidence for the feasibility of using practices from EBTs in a wraparound context comes from relevance mapping, an empirical methodology that compares youths in a given clinical population with participants in published randomized trials to determine who may be ''coverable'' by EBTs and which treatments may collectively be most applicable. Bernstein and colleagues (in press) compared results within a single large provider agency for youths serviced by wraparound (n ¼ 828) and youths receiving other services (n ¼ 3,104) and found the EBTs to be relevant with regard to primary clinical problem area, age, gender, and treatment setting for nearly as many youths receiving wraparound (58% of youths) compared to the other services (61% of youths) group. Those findings are promising indications that wraparound may be a viable context for the delivery of clinical content from EBTs. Results also replicate earlier findings that a large proportion of youths receiving services are not coverable by any treatment in the evidence base (Chorpita et al., 2011) , highlighting the need for individualized approaches that use evidence to guide adaptation for the many youths (e.g., about 40%) who simply have no EBT matching their characteristics (Bernstein et al., in press ). MAP's tools for systematically measuring progress and guiding individual adaptations for these youths with no EBT option could propel development of more effective, locally targeted services using aggregated practice-based evidence-in line with wraparound principles of individualized care, and with best practices for evidence-based service systems more generally.
Applicability of MAP to complex public systems. As described by Southam-Gerow and colleagues (this issue), MAP has a well-defined and field-tested professional development program and portfolio-based evaluation system. Initial feasibility results from 412 therapists enrolled for MAP training in Los Angeles County found that 79% of therapists completed their training and consultation series, with an 86% attendance rate at scheduled consultations. A follow-up pilot study of 72 therapists found that, 12 months after initiating MAP, 88% of eligible practitioners had continued to use MAP's online information resources within the past 30 days.
Acceptability and feasibility of coordinating wraparound and MAP. During its iterative development work, our research team has surveyed MAP-trained and naïve clinicians, staff serving in wraparound roles, and family peer support partners and advocates about the potential feasibility of coordinating wraparound and MAP elements. In a survey of 24 therapists, 21 of the 24 trained in both MAP and wraparound (88%) responded that coordination of the two approaches within a single care model would be potentially feasible and improve outcomes (Bruns, Cromley, Bernstein, & Hensley, 2013) . This led to presentation of the concept to six wraparound agencies in California and two in Washington State. There was unanimous endorsement by clinical and administrative leadership of the potential for positive effects.
Continuing our development work, in two wraparound provider organizations in Washington, we conducted group exercises in which facilitators (n ¼ 6) and family support partners (n ¼ 2) presented complex youth and family presentations from their caseload and members of the research team facilitated PWEBS searches. Follow-up surveys conducted by e-mail with those who volunteered to present family stories found that seven of eight (87.5%) believed the information that was generated would have improved their planning and team decision making. We also used web-based surveys of all 29 participants (managers, clinical supervisors, clinicians, facilitators, in-home support workers, RESEARCH-BASED CARE COORDINATION family support workers), to get input. Twenty-one of the practitioners (72%) responded. Of these, 19 (90%) agreed (four ''somewhat,'' 10 ''mostly,'' and five ''definitely'') that they would like to see an effort to coordinate the MAP resources into their wraparound initiative (Bruns, Cromley, et al., 2013) . Primary concerns expressed by respondents included conflicts with the wraparound value base (e.g., reducing the decisionmaking power of families in designing their service plan; n ¼ 6 respondents), adding complexity and time to existing workflow (n ¼ 5), and role confusion among clinicians and wraparound facilitators (n ¼ 4).
Informing the Coordinated Practice Model
Using input such as just described from exercises with the two wraparound implementing agencies in Washington State, basic elements of a coordinated ''Wrap þ MAP'' model have been identified, with enhancements to current wraparound practice summarized in four ''big ideas'':
1. During wraparound planning, use MAP tools to generate a broader array of research-based options that fit the youth and family's needs and preferences. 2. When therapeutic needs are identified, support clinicians to use effective practice elements that connect to the youth and family's strengths and preferences. 3. Train and support parent and youth partners, mentors, behavioral specialists, and other roles to serve as care extenders who can enhance treatment strategies. 4. Monitor progress and practices consistently and use the information to revise plans as needed.
Methods for enacting these four enhancements to ''wraparound as usual,'' and proposed benefits, are described next and presented in Table 1 .
Generating research-based options. In the approach being implemented in our pilot sites, clinicians who are members of wraparound teams will be responsible for conducting PWEBS searches and bringing results to the team process. Clinicians' PWEBS searches may be conducted during the engagement phase of wraparound, at the request of the facilitator and family, if youth clinical needs are highlighted, or midstream in response to barriers to progress or the identification of new priorities. In response to concerns of our pilot sites, family and youth preferences will dictate how the PWEBS searches are conducted. For example, the therapist may conduct the search herself; the family may participate, possibly with help from the facilitator or family support worker; or the search and brainstorming process may occur in the context of a wraparound team meeting. MAP Practice Guides will help clarify options that are generated.
Expanded range of roles supporting research-based treatment strategies. In our pilot sites, paid support persons hired by the wraparound implementing agencies (e.g., family peer support partners, behavioral specialists), or from community agencies who frequently provide services to wraparound-enrolled youths (e.g., respite providers, mentors), will be oriented to potential follow-on clinical support activities. Such follow-on support will be provided as part of a clinical strategy directed by the clinician and managed by the team. The goal of this approach is to support these ''care extenders'' in broadening the reach of the clinical strategies chosen by the team and to avoid problems of role confusion by nonclinical staff. Orientation to such roles will include training on a set of Practice Guides that have been selected for their appropriateness to these roles and adapted to be more relevant to such roles. An initial effort by a diverse team of paraprofessionals and peer support providers has provisionally identified 14 practice elements from the MAP system for which training on specific follow-on supports will be developed: Support Networking, Modeling, Effective Instructions, Attending, Praise, Response Cost, Rewards, Antecedent=Stimulus Control, Behavior Alert, Behavioral Contracting, Communications Skills, Differential Reinforcement or Active Ignoring, Performance Feedback, and Time Out.
Monitoring and feedback. Facilitators will be trained and supervised to develop a team-level dashboard that highlights progress toward the priority needs identified by the family and team, using objective measures. These may include multiple measures of targeted outcomes, including brief standardized measures (e.g., the Brief Problem Checklist; Chorpita et al., 2010) and=or idiographic measures linked to the specific youth and family goals (e.g., number of days the youth was able to attend school all day without being disciplined; number of days the youth enjoyed time with a friend). The team-level dashboard will also document completion of wraparound process activities and core strategies, and the team members who participated in each activity. The clinician will use a more standard MAP clinical dashboard that documents use of treatment strategies and outcomes specific to clinical work with the enrolled youth.
Successful undertaking of the aforementioned coordinated treatment approach will require multiple levels of training and support, including (a) MAP training and consultation and certification for clinicians; (b) orientation to the coordinated Wrap þ MAP approach for 264 BRUNS ET AL. individuals in other roles, including facilitators and peer support workers, with appropriate individual and=or group supervision; and (c) consultation with MAPand wraparound-trained experts for supervisors and managers. We plan to use iterative evaluation and refinement of activities to ready the approach for scale-up and testing. We also will be attentive to major implementation challenges, such as staff time and organizational=system costs, to ensure that the approach is not only more effective than wraparound as usual, but also feasible for widespread dissemination.
IMPLICATIONS FOR RESEARCH, POLICY, AND PRACTICE
Although our primary intent is to pursue a particular model for coordinating the EBT and wraparound paradigms, we see larger implications for research, policy, and practice pertaining to the compatibility of service architectures when designing treatments or making system-and policy-level decisions. First, utilizing the MAP system in particular, or treatment approaches derived from EBTs in general, is only one set of options for addressing the challenge of improving clinical and functional outcomes in wraparound for youths with SEBD. For example, applied behavior analysis or individualized case conceptualization models may have properties that afford successful migration into wraparound's clinical context. Regardless of the combination, careful consideration and testing are needed regarding compatibility relevant to key service parameters such as the roles and training of treatment providers, coordination of other key individuals (family, team, supports, etc.), treatment practices to be used, how they will be delivered, and in what settings they will take place. Our belief is that through thoughtful design surrounding compatibility in these areas, a care coordination approach that consistently applies common factors of effective service as well as research-based practice elements holds the potential to improve outcomes for youths experiencing even the most complex and costly problems. More effective clinical care for youths and family members along with greater efficiency of the service process, as is promoted by the MAP framework and resources, could also mean shorter episodes of intensive approaches such as wraparound, which, along with reduced reliance on out-of-home placement, may generate cost savings that can be recaptured and reinvested in more services and resources. 
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Thus, we are now pilot testing a wraparound model that aims not just to achieve fidelity to the core components of wraparound but also to ensure that a greater number of potentially effective options are considered by teams, and elements of empirically supported treatments are more consistently provided.
Of course, achieving the four primary enhancements described in Table 1 will require attention to the same questions about training and workforce development, integrity monitoring, and evaluation that face any implementation effort. Implementation supports will need to be informed by implementation science (e.g., Fixsen, Naoom, Blase, Friedman, & Wallace, 2005) and will require comprehensive supervision and fidelity tools. As for any innovation, developing a system of supports that is both effective and feasible will be challenging. However, given that providers and systems already often invest considerable time and resources into multiple EBTs as well as wraparound training and supervision (often via clinically and administratively segregated delivery systems), it may be that workforce supports for a knowledge-based system that coordinates wraparound and MAP together provides greater efficiency and coordination than current practice.
It is important to note that our research efforts to date are preliminary and that initial ideas for coordinating EBP into wraparound are based on input from a fairly small number of practitioners, administrators, and supervisors, most from a single state. Although input from these providers and systems has been critically important, without more extensive testing of the options just presented, it is still unclear which combination of the ''four big ideas''-and=or additional options-might be mose effective and cost-effective to pursue. In upcoming phases of development and research, we will solicit input from more diverse and generalizable sources and then turn to evaluating both feasibility and proximal impacts such as those listed in Table 1 (e.g., satisfaction and self-efficacy, perception of teamwork, plan content, frequency of plan revisions, use of EBTs in treatment, wraparound and treatment fidelity). Ultimately, appropriate distal outcomes will need to be identified (e.g., clinical, functional, and residential outcomes and costs), as well as appropriate research designs, which may require randomization at the level of agency or clinical setting to test the cumulative and mutually reinforcing effects of all the inputs presented in Table 1 .
Despite the considerable intervention development, implementation, and research challenges, the children's mental health field may have no larger problem to solve than how to design systems to be simultaneously engaging, research informed, and cost-effective for the 10% of youths with mental health problems who experience the worst outcomes and consume 50% of the resources. As stated by Weisz and colleagues (2006) , ''It is time to finally develop and test a model in which the community based strengths and potent delivery systems of wraparound are united with the empirical strength of evidence-based interventions, to promote and protect mental health in children and their families'' (p. 645). The project described herein represents our team's effort to achieve such an outcome.
